anterior, fibroma posterior). But before diagnosis can be made as to whether the tumour is intrapulmonary or extrapulmonary it is necessary to carry out a .diagnostic artificial pneumothorax and then to take antero-posterior and lateral X-rays once again, to determine the operative procedures that should follow.
Hxmothorax.-This complication in injuries caused by bombing has been of frequent occurrence in this war. X-rays should be taken at frequent intervals to show progress of treatment and also if haemothorax is loculated, they will show best position to select for aspiration. It is important to mention that when X-rays only show a slight opacity just above the diaphragm, there may be half a pint of fluid present and one must never say "don't aspirate" in cases showing the above findings because, if infection is to be prevented, it is essential to keep the pleura as dry as possible. This can only be done by repeated aspirations. Before each aspiration radiographs, by portable X-ray if necessary, should be taken.
Bronchiectasis.-Lipiodol X-rays are of importance in diagnosis and treatment, especially in unexplained hoemoptyses and in patients with a large amount of purulent sputum. Of course these tests would not be carried out until tuberculosis had been excluded.
Carcinoma of lung.-X-ray examination is essential for early diagnosis. It is not always easy to interpret X-rays of early carcinoma but the physician when in doubt should call in a surgeon for bronchoscopy and biopsy of ttumour of affected bronchus if present. At the present time a considerable number of cases of carcinoma of bronchus can be given a new lease of life by pneumonectomy.
Use of X-rays after drainage of fluid by rib resection-.-It is important to take pictulres at frequent intervals following this procedure as quite often the lung will re-expand unequally and pockets will form in the pleural space. X-rays are of great value in finding these pockets at the earliest moment and thus enabling their appropriate treatment to be carried out.
Tomography.-In late years this has come into great use, though one must be careful in interpreting the shadows shown. It can show small tumours in position in portions of the bronchial tree, it can also show occasionally an uinsuispected cavity in a lung in which it was thouight there was nothin-g buit infiltration.
The AEtiology of Erythema Nodosum. [Abstract] By PETER KERLEY, M.D.
MOST investigations on this disease have been carried out on children. The following observations are based on a study of 37 adult cases with an average age of 21. In the majority of cases there was a prodromal stage varying from three to ten days with malaise and anorexia. The acute stage began with fever between 99 and 101°F. and the nodose rash appeared on the shins or forearms or both, twenty-four to forty-eight hours later. Half had coryza and pharyngitis with cough and half had swollen painful joints. Five cases had enlarged cervical glands and one enlarged axillary glands. Blood examinations showed no abnormality except a high erythrocyte sedimentation rate during the febrile stage. Approximately half of the patients felt quite well after fourteen to twenty-one days while the remainder complained of fatigue for from three to four months. Three patients complained of a feeling of constriction in the chest. Serial radiographic studies and tomography revealed gross intrathoracic changes in 28 cases. These changes consisted of massive enlargement of the bronchial glands with or without changes in the lung parenchyma. The lung disease was of two types: (a) reticulation due to lymphatic obstruction, and (b) nodules between 2 and 5 mm. in size distributed in a segment, a lobe or through the whole of both lungs. One girl developed Jeft-sided effusion and another bilateral pleural effusion. The glands and pulmonary infiltration can appear and disappear in a few weeks. The frequency of glandular enlargement in erythema nodosum has been noted by many workers but little attention has been given to the pulmonary lesions which are usually diagnosed as tuberculosis.
The most widely held theory is that erythema nodosum is an allergic manifestation which can be produced by many bacterial and chemical toxins. In this country tuberculosis and streptococcal infections are thought to be the most frequent causes. Certain epidemiological factors which are against the allergic theory are discussed in detail. These factors are: (a) a racial susceptibility, (b) a seasonal incidence, (c) occurrence of the disease in epidemics, and (d) limitation of the disease to certain age-groups.
A list of all the diseases in which erythema nodosum has been described is given and the findings in the cases under discussion checked with these. All atiological factors could be excluded except ttuberculosis, Boeck's sarcoidosis and streptococcal infection.
The arguments for and against tuberculosis are considered in detail. In four of the cases there was the characteristic appearance of a calcified primary complex. This is heldl to exclude primary tuberculosis as a factor. Follow-up studies of the cases showed that none developed post-primary tuberculosis. Bacteriology and guinea-pig inoculations of pleural fluid were negative for tuberculosis. Corelli's work on pleural nodes similar to those on the shins is quoted. Mantoux testing and examination of nodes excised from the shins were inconclusive. None of the patients had been in contact with a known case of tuberculosis.
The findings were more conclusive when checked against sarcoidosis. The clinical and radiological findings are identical extensive visceral disease without physical signs and fatigue as the main or only symptom. Two patients developed iritis suggestive of sarcoidosis and in two others excised skin lesions showed the characteristic histological features of sarcoid disease. The literature on Boeck's sarcoidosis shows that approximately 25% of cases give a historv of erythema nodosum.
Streptococcal infection could be excluded in all but one case. This patient's fever responded dramatically to sulphapyridine but although he was clinically cuiredl his niediastinal glands continuLed to enlarge and he subseqUently developed an iritis. It is sLLggested that there is a commoin factor in all cases of erythema nodosum and(I that the rash in adultS in this countrv is most often a symptom of sarcoidosis. The radiological lemonstration of symptomless bronchial glandls and ptulmonary infiltration is not an ii(licationi for sanatori um treatment.
[This paper is ptublished in extenso in British Joturnal of Radiology, r6, 199.] 
